Study Type -Symptom prevalence study (prospective cohort study) Level of Evidence 1b
INTRODUCTION
The recent growth in interest, among scientific and medical researchers and the general public, in the sexual problems of middle-aged and elderly people is due at least in part to the availability of new, effective oral treatments for male sexual dysfunction. Little is known about the frequency of sexual activity and the importance of sexual relationships among mature men and women, but the few studies that have examined sexuality in these age groups have reported that interest in sex persists into middle and older age [1] [2] [3] .
The prevalence of erectile dysfunction (ED) has been extensively studied worldwide [4] [5] [6] [7] [8] [9] [10] ; other male sexual problems, such as early ejaculation, have also received some attention [6, 7] , but much less is known about sexual life and problems of mature and elderly women [11] [12] [13] . Furthermore, there are currently no recommendations about how men or women can manage or overcome their sexual problems, and there are no studies that allow a comparison of sexual behaviours and problems across many different countries.
The prevalence of sexual problems among middle-aged and elderly people has been studied in the UK and other European countries at national level [4] [5] [6] [7] [8] [9] [10] [11] [12] , but differences in study design and definitions make valid cross-country comparison difficult. Several population studies have investigated the prevalence of the male sexual problems of ED and early ejaculation and their related risk factors [4] [5] [6] [7] 9, 10] , but fewer studies of female sexual problems have been conducted in Europe [11, 12] .
The Global Study of Sexual Attitudes and Behaviours (GSSAB) was a population survey of 27 500 men and women aged 40-80 years in 29 countries around the world [14, 15] . Here we report the results from the respondents in the UK and compare the sexual behaviours, and the prevalence of sexual dysfunction and help-seeking patterns in this country, with those seen in other Northern and Southern European regions.
SUBJECTS AND METHODS
Using a random-digit dialling sampling design, computer-assisted telephone interviews were carried out in the UK and in other Northern (Austria, Belgium, Germany, Sweden) and Southern (France, Italy, Spain) European countries during 2001 and 2002. The respondents were randomly selected by asking for the man or woman in the household aged 40-80 years. Verbal consent was obtained from all study participants and no personal identifying information was collected from any subject.
The questionnaire requested information on demographics, general health, relationships, and sexual behaviours, beliefs and attitudes. The subjects were asked if they had engaged in sexual intercourse during the previous year and the presence of sexual dysfunction was assessed by means of two sequential questions. The respondents were first asked whether they had ever experienced one or more of several sexual problems (listed below) for a period of ≥ 2 months during the previous year, and those who answered positively were then asked to specify if they experienced it occasionally, sometimes or frequently.
We used logistic regression to investigate potential factors associated with selected sexual dysfunction. In these analyses, the presence of a sexual dysfunction was coded only for those respondents who reported experiencing the problem frequently or periodically, while those who indicated that they experienced the problem only occasionally were re-coded to indicate no sexual dysfunction.
The subjects who reported having a sexual problem were asked whether they had sought help or advice from a series of sources (see below). More than one source could be indicated.
The subjects with sexual problems who did not consult a physician were asked why they had not done so, and offered a list of 14 The prevalence of a specific characteristic was calculated by dividing the number of cases by the corresponding population. The denominator for the calculation of the prevalence of sexual problem was the number of sexually active people. The prevalence estimates were age-standardized using the age distribution of the UK population, and are given with their 95% CI [16] .
RESULTS
Overall, 11 655 individuals were contacted, 2835 of whom were not eligible to participate. Of the 8820 eligible individuals, 1500 individuals (750 men and 750 women) completed the survey, for a response rate of 17%. The study population was sampled stratified by age, with nearly equal numbers for each age decade (Table 1 ) and data were standardized for the age distribution of the UK population.
Most of the subjects were married or involved in an ongoing partnership (62.1% of men and 57.1% of women; Table 1 ). Almost a third of the subjects were employed, about half were retired and more men (14.1%) than women (7.6%) were unemployed. More than 60% of men and women said they were in good or excellent general health. Of men and women, 69% and 56% said that they had had sexual intercourse during the 12 months preceding the interview, while 27.1% of men and 18.8% of women engaged in sexual intercourse regularly (i.e. more than once a week).
Early ejaculation was the most common male sexual problem, and was reported by 20% of the sexually active men in the UK (13% of all 
sexually active men said they experienced this problem periodically or frequently; Table 2 ).
ED was the second most common male sexual problem in the UK sample, reported by 18% of sexually active men (13% said they experienced this problem periodically or frequently). Overall, ED was reported more often among men in the UK than in other European regions, and the opposite pattern was found for pain during sex. Although the other sexual problems investigated, including early ejaculation, lack of sexual interest and inability to reach orgasm, were similarly prevalent in the UK and other parts of Europe, men in the UK tended to report experiencing them with greater frequency.
Lack of sexual interest (33.7%), lack of pleasure in sex (25.2%) and inability to reach orgasm (23.6%) were the most common sexual problems reported by sexually active women in the UK (Table 2) . About two-thirds of the women who reported each of these problems said that they experienced it frequently or periodically. The prevalence of these problems among sexually active women in the UK was similar to those seen in Southern European region but somewhat higher than in Northern Europe. Although it was the least common sexual problem overall, pain during sex was reported more often among women in the UK than in other European regions.
The prevalence of selected help-seeking behaviour for sexual problems are summarized in Table 3 (values for respondents from other European regions are also included to allow comparisons). Of the UK respondents, 48.0% of men and 57.7% of women took no action (i.e. they did not seek any help or advice). More men (26.0%) than women (16.7%) reported talking to a medical doctor about their sexual problem(s); however, most men (72.9%) and women (82.3%) had not sought advice from a health professional. Overall, patterns of help-seeking behaviour were quite similar for men and women in the UK, and talking to their partner was the most common action taken by both men and women (39.5% and 32.5%, respectively).
Compared with the other European regions, men and women in the UK were most likely to take no action to seek help for any of the sexual problems surveyed. However, men were more likely to talk to a medical doctor in the UK than in other regions of Europe, while the opposite was true for women. Some less formal help-seeking behaviours were less common among men and women in the UK compared with the rest of Europe, including talking to the partner or family/friends.
Some of the factors that might be associated with seeking medical help for sexual problems are summarized in Table 4 . Interestingly, the effects of having received at least some college education (compared with just primary school or less) on the likelihood of seeking medical help were quite different among men and women. The likelihood decreased significantly among men (odds ratio 0.4), but seemed to increase among women (1.5). Erectile difficulties among men (6.0) and lubrication difficulties among women (2.4) both significantly increased the likelihood of seeking medical help.
General sexual attitudes that significantly increased the likelihood of seeking medical advice were, among men, thinking that a 
*In books/magazines or via telephone help-line/internet. Based on reports from respondents complaining of at least one sexual problem (regardless of severity). All prevalences are adjusted according to the age distribution of the total of sexually active men and women in the UK. Northern Europe includes Austria (500), Belgium (500), Germany (1500) and Sweden (1500). Southern Europe includes France (1500), Italy (1500) and Spain (1500)
. doctor should routinely ask patients about their sexual function (odds ratio 2.2), and, among women, being very or somewhat dissatisfied with their sexual function (3.6) and the belief that sex is a very or extremely important part of overall life (3.7).
The most common reasons in the UK for not consulting a doctor about sexual problems were thinking it was not very serious or waiting for it to go away (71.3% of men and 61.1% of women), belief that it is a normal part of ageing or being comfortable as he/she is (64.2% of men and 58.2% of women), and thinking it is not a medical problem or that a doctor would not be able to do much (48.6% of men and 46.9% of women) ( 
DISCUSSION
This is the first study to report data from the UK at population level on sexual behaviour and the prevalence of sexual dysfunction among middle-aged and older people, and in a manner that allows direct comparisons with other European regions.
A major strength of the GSSAB survey lies in its cross-national population sample and the use of a common method of data collection. Face-to-face interviews were avoided because they might embarrass people talking about private and sensitive issues, or induce respondents to give socially desirable answers [17] . We considered only the sexual problems that persisted with moderate to higher frequency as dysfunction [18] . It is therefore likely that the prevalence of sexual dysfunction is under-reported compared with studies that used more sensitive (and less specific) methods. 1 0 1 0
The response rate in the present study (17%) was not high, but while it is true that low completion rates can serve as a signal for the possibility of systematic biases in sample coverage, it by no means guarantees or necessitates it. People are in general highly resistive to telephone interviewing and are likely to decline to participate, regardless of the subject matter. The prevalence of self-reported health conditions such as hypertension, diabetes and smoking in GSSAB (data not shown here) was consistent with published age-and gender-specific values [19] [20] [21] , and the patterns of help-seeking behaviour are similar to those reported by a recent British study [22] . Thus we think that the reason for refusing to participate in the study was a general unwillingness to undergo a telephone interview, and that this is unlikely to have introduced a bias in the estimates of the prevalence of sexual behaviours and dysfunction. In general, we find that our estimates of prevalence are comparable to the published estimates for the UK. This suggests that we were not disproportionately recruiting a sample from those who suffer from sexual problems of one sort or another. It also appears to indicate that the study population was broadly representative of the UK population, whereas many of the published studies of sexual problems have tended to focus on specific subgroups of individuals who are most likely to experience such problems, such as patients attending a genitourinary medicine clinic, middle-aged women, or men who have had a prostatectomy [11, 13, 23, 24] .
Our findings indicate that doctors in the UK (and in the rest of Europe) rarely ask patients about their sexual health during a routine consultation, even though this would be welcomed by a substantial proportion of men and women. This apparent reluctance to initiate a discussion about sexual functioning might be due, at least in part, to an acknowledged lack of undergraduate and postgraduate medical training in the management of sexual problems [25] . A recent study conducted among general practices in London concluded that sexual difficulties are highly prevalent among patients visiting GPs and, as also reported in our study population, many men and women are prepared to discuss these problems with a doctor [8] .
Most published studies of the cost to the UK NHS of treatment for sexual problems have focused on the management of ED in men [26] . The total cost to the NHS of treating ED increased from £79 800 in 1997 to £257 984 in 2000, but the cost per patient decreased from £368 to £286 [26] . This indicates that the shift in prescribing responsibility from specialists to GPs, that has occurred since the introduction of effective oral treatment for ED in 1998, has resulted in improved costeffectiveness [27] .
In conclusion, our results show that, in the UK, as in other European regions, sexual desire and activity are widespread among middle-aged and elderly men and women. The prevalence of sexual dysfunction is substantial, but few of the people who experience sexual difficulties seek medical help, perhaps because they do not perceive their condition as sufficiently severe, potentially treatable, or sufficiently upsetting. Appropriate educational programmes for patients and healthcare professionals might be required to enable a greater proportion of older adults to continue to enjoy a satisfying sexual life.
